Under local anaesthesia (adrenalin with 2% lignocaine) the four names were removed using the EI-Op S. 20 laser. Melolin gauze and Netelast dressings were applied. The wounds underwent an early phase of serous discharge. Within ten days heavy scabs had formed and cicatrin powder was applied. At five weeks the crusty scabs had come away, leaving a wellhealed scar, devoid of pigmentation.
approximately half the tattoo is allowed to remain. After 6-8 weeks the residual unlased area is itself removed by lasing. In particularly intricate tattoos a third session may be necessary. The only discomfort experienced by the patients was the injection of local anaesthetic and a feeling of 'sun-bum' for a few hours after the local anaesthetic wore off.
Comment
It is possible to remove tattoo dye from the skin by the carbon dioxide laser. The following three mechanisms are probably responsible, namely, mechanical ejection during lasing, the 'washing out' of dye by the serous discharge and the late macrophage removal as a part of the inflammatory reaction. The procedure can be performed under local anaesthetic and the laser is quick and easy to use. Final evaluation will not be possible until two years have elapsed. After this period, optimal healing and wound contraction will have occurred. It is anticipated that fine scars will result. Although this method is not entirely free from scar formation, it is thought that the results of lasing may well prove to be an improvement on the results achieved by using existing techniques.
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Following successful removal of a carcinoma of the large bowel, there is a 3.5% risk of developing a further primary (metachronous) large bowel tumour (Heald & Bussey 1975) . Metachronous carcinomas affecting both large and small bowel, however, are very much rarer. The following report describes the progress of a patient with four primary malignant tumours of both large and small bowel over a period of twenty-two years.
Case report
Mr W H first presented in December 1956, aged 52, when he underwent a right hemicolectomy for a Duke's grade C, moderately-differentiated adenocarcinoma of the ascending colon. In 1969 a palliative local resection was performed for a carcinoma ofthe descending colon which appeared to be infiltrating the posterior abdominal wall. However, histology showed a well-differentiated Duke's grade B mucus-secreting adenocarcinoma. There was a dense fibrous reaction to the tumour, but no growth had extended through this.
In 1974 the patient presented with intestinal obstruction and laparotomy showed recurrent tumour at both previous suture lines. The remaining colon was therefore resected and an ileosigmoid anastomosis performed. The histology of both these recurrences reflected the previous tumours. Lymph nodes in the mesocolon of the descending colon were extensively infiltrated by metastatic adenocarcinoma.
In March 1978 the patient complained of intermittent vomiting and weight loss. A barium meal and endoscopy demonstrated a neoplastic obstructing lesion in the second part of the duodenum. A further laparotomy was performed and, as well as the duodenal tumour, yet another tumour was found in the proximal jejunum. The liver was free of metastases but an enlarged superior mesenteric lymph node was found and excised. Whipple's pancreaticoduodenectomy with resection of the proximal jejunum was performed. Both tumours were well differentiated adenocarcinomas. The superior mesenteric lymph node was infiltrated by similar tumour. The patient has remained symptom free since this operation.
Discussion
Metachronous carcinomas of the large bowel are not a rarity, as pointed out by Lockhart-Mummery & Heald in 1972. However, metachronous carcinomas affecting both large and small gut are much rarer. It was initially thought that the duodenal and jejunal tumours in this case were secondary to the previous large bowel malignancies, but histological examination of these specimens has revealed that they are primaries in their own right. Jones (I 976) reported a case of five separate malignancies in one patient extending over a period of ten years. Of the five, one was in the duodenum and one in the jejunum (both found at the same operation) and eight years later another adenocarcinoma was found, this time in the large bowel at the splenic flexure. In 1975 Harvey reported a case of multiple carcinomas of the large and small bowel in childhood, but this was associated with multiple adenomatous polyps in the colon. It is known that the risk of development of metachronous carcinomas in the large bowel is increased with. intestinal polyps (Bussey et al. 1967) but no such pathology could be demonstrated in our case. The patient's immune response has subsequently been investigated and no evidence of enhanced humoralor cellular immunity could be demonstrated.
Addendum: Since this case was presented, the patient has been readmitted to Lewisham Hospital and underwent an anterior resection of his rectum for a further Duke's grade B adenocarcinoma.
